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 ABSTRACT 
 
A personalized Oral health education (OHE) program was delivered to the Parkinson’s 
disease (PD) patients from the Hong Kong Parkinson’s Disease Association. The OHE 
program was conducted in two appointments. At the initial appointment, basleline 
information on oral health knowledge, attitudes and behavior, oral hygiene status (in terms 
of VPI and GBI) was collected through questionnaire and clinical examination. The 
subjects were counseled on proper oral health knowledge, attitude and behavior and tailor-
made leaflets were distributed. Personalized oral hygiene instruction (OHI) together with 
modified toothbrush handles were offered to the subjects. At the review appointment (four 
weeks after), the effectiveness of the OHE program was evaluated. 
 
Fifty nine and 41 subjects attended the initial and the review appointment respectively. 
These subjects (mean age=64.8 years) were diagnosed with PD for a mean of 9.5 years. 
Through the OHE program, both the oral health knowledge and attitude scores improved 
significantly from 3.8 to 9.1 and 6.6 to 7.5 respectively (p<0.001). Most of the subjects 
(92.7%) brushed at least twice per day compared to 78.0% before OHE. The full mouth 
mean VPI decreased statistically significantly from 46.0% to 24.9% (p<0.001), however no 
significant difference in the full mouth mean GBI was found (from 22.8% to 20.9%, 
p>0.05). Before OHE, over 80% of the subjects experienced various difficulties in 
toothbrushing. After OHE, over 90% and 70% of the subjects perceived improvements in 
their toothbrushing technique and gum health respectively. Almost all subject (96.7%) said 
they would continue to use the modified toothbrush. 
 
In conclusion, our OHE program was feasible and could benefit the PD patients. It was 
effective in raising the subjects’ oral health awareness and improving their clinical oral 
hygiene status. 
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 1. INTRODUCTION 
 
Parkinson’s disease (PD) is the most common type of movement disorder.1 It is 
characterized by the inability to initiate or control movements in the head, neck or 
extremities, due to damage to the basal ganglia of the brain.2, 3 PD is the second most 
common form of neurodegenerative disorders, just after Alzheimer’s disease.4, 5 These 
neurodegenerative diseases (also including Alzheimer’s disease and motor neuron disease) 
are expected to surpass cancer as the second leading cause of death among elderly by the 
year 2040.6 PD has four major disease features: tremor (shakes), rigidity (stiffness), 
bradykinesia (slowness of movements) and postural instability/imbalance.7, 8  
 
The symptoms of PD do not usually appear until the age of 50 and is more common in the 
elderly.3, 7, 8 In 1989, the prevalence of PD patients in Hong Kong residing in elderly 
homes was 3.4%.9, 10 The overall prevalence in the general Hong Kong community was 
estimated to be 188 per 100,000 population.10, 11  In 2000, the prevalence of PD among 
those aged over 60 and aged 49 to 59 was found to be 0.7% and 0.1% respectively.10, 12 
Within 45 years, the elderly population of Hong Kong has increased from 2.8% in 1961 to 
12.4% in 2006.13 Since PD mainly affects the elderly, these numbers are expected to rise in 
the foreseeable future.9  
 
Access to dental care is more difficult in the PD population.2, 8 This may be due to their 
physical impairment, lack of a companionship and limited financial income. Since the 
disease gradually involves both limbs bilaterally, patients are more prone to falls and may 
require assistance from the caretaker or dental staff when getting in and out of chairs.3, 4, 7 
Patients may eventually require walking aids, wheelchairs or become confined to bed.7 
Some patients may even quit their jobs due to physical limitations or danger associated 
with uncontrolled body movements.  
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 On top of the mentioned factors, communication difficulties further limit the patient’s 
ability to receive dental care and to voice out their needs.2, 7, 8 Most PD patients have 
normal intelligence although their lack of facial expression and slower responses may give 
a false impression of mental impairment.2, 7, 8 It may be difficult to listen to their quiet 
monotonous speech. Dementia or depression in approximately 30% of the patients may 
further prevent effective communication.2, 7, 8 Communication strategies such as the use of 
short, simple sentences, repeating instructions and allowing more time for responses have 
been recommended when for PD patients.2, 7, 8, 14
 
While PD medications temporarily relieve some symptoms, they also give rise to various 
side-effects which directly affect dental treatment. Although the drug levodopa produces a 
beneficial response in 75% of patients, within the first 5 years of treatment, at least 50% of 
the patients develop motor fluctuations such as ‘end-of-dose wearing off’ or ‘peak-dose 
dyskinesias’.3, 15, 16 ‘End-of-dose wearing off’ describes the return of tremor and 
bradykinesia before the next dose of drug can be taken.15 This sudden shift from wellness 
(‘on’) to immobility (‘off’) can come together with visual disturbances, anxiety or pain in 
the limbs which lasts from minutes to hours. 16 The other side-effect of levodopa occur at 
the peak dose and the patient experiences random, involuntary, quick ‘dance-like’ 
movements (dyskinesia).7, 16 Dyskinetic movements of the head can cause jaw closing and 
opening, lip pursing or smacking and sideway flexing of the neck, posing challenges 
during restorative and prosthodontic works.7, 15 Ideally, oral hygiene measures and dental 
treatment should best be carried out within the therapeutic time of the drug. However, 
when this is not possible, the use of modified oral hygiene aids at home, cradling the 
patient’s head in the doctor’s arms, the use of suction and mouth prop during dental 
procedures are recommended.4, 8
 
PD patients are at greater risk of developing oral health problems including burning mouth 
syndrome, xerostomia, dysphagia, root caries,4, 17 increased periodontal pathology, and 
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 denture problems.7, 8, 15 Burning sensations of the oral tissues are five times more common 
in PD patients compared to controls.2, 17 Xerostomia occurs in up to 55% of PD patients 
compared with 20% in the elderly population and 3-5% in the normal population.2, 4, 8 This 
is mainly due to PD medications.2, 4, 8 Xerostomia itself also contributes to burning mouth, 
decreased denture control, increased caries risk, exacerbation of periodontal disease, 
swallowing difficulties and candidasis.2, 8, 15 Dysphagia (swallowing difficulties) is a 
problem in 50-80% of PD patients and increases the likelihood of silent aspiration and 
malnutrition.18 Poor orofacial motor control and decreased saliva quantity altogether 
increase the retention of food debris in the buccal vestibule or between teeth and may 
further contribute to caries and periodontal disease.19  Elderly people with PD seem to have 
greater risk of developing root caries due to xerostomia, high-calorie supplements (to 
maintain their body weight) and difficulty with oral hygiene.2, 8 Increased craving for 
sweets and increased Streptococcus mutans levels in PD patients may also contribute to an 
increased risk of caries.20 With regards to periodontal pathology, a significantly higher 
mean CPITN was reported in PD patients compared to controls.15, 21 Fewer natural teeth 
were retained in PD patients than in controls.22 In PD patients who wore dentures, 
complaints such as poor denture control and denture looseness were reported by 28% and 
31% respectively.4 For this reason, preventive dentistry is of utmost importance to help PD 
patients retain their natural teeth for as long as possible.2, 4, 8, 15
 
Despite the importance of preventive intervention, proper tooth brushing and regular dental 
checkup cannot be achieved by many PD patients. In fact, 47% of PD patients reported 
having difficulties in performing oral hygiene, some to the extent of requiring assistance 
from other people.23 Fewer PD patients cleaned their dentures everyday compared to 
controls.22 Modified toothbrush handles have been recommended to help such patients 
retain independence for performing teeth or denture cleaning.2, 7, 8 On top of their physical 
limitation, lack of perceived need is the most common reason why elders do not seek 
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 dental treatment in Hong Kong.24, 25   In PD patients, oral care may also take a low priority 
when compared to the physical, social and financial demands placed by their severe 
disabling disease.26 Prevention of oral problems depends upon an individual’s oral health 
awareness, attitude, behaviour and lifestyle.27 Considering the higher incidence of oral 
problems in elderly with PD, there is a definite need to promote effective preventive dental 
care emphasizing proper oral health knowledge, attitudes, behaviour and OHI through 
implementing a personalised OHE program for the PD population in Hong Kong.  
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 2. AIMS 
 
The aims of this project were: 
 
1. To provide a personalised OHE program for PD patients in Hong Kong. 
2. To evaluate the effectiveness of the OHE program. 
3. To understand the difficulties of PD patients in accessing dental care. 
 
 
3. OBJECTIVES 
 
1. To implement a personalised OHE program so as to provide personalised OHI, proper 
oral health attitude, knowledge, behaviour to PD patients and their caretakers. 
 
2. To compare the changes in oral health attitude, knowledge and behaviour of PD 
patients between the initial and the review appointment of our OHE program. 
 
3. To compare the changes in clinical oral hygiene status of PD patients between the 
initial and the review appointment of our OHE program. 
 
4. To report on the difficulties of PD patients in accessing dental care in Hong Kong. 
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 4. MATERIALS AND METHODS 
 
4.1 SUBJECTS 
 
Our subjects were selected from members of the HKPDA 28. This self-help organization 
was founded in 1999 to help PD patients and to provide the community with educational 
information. In the year 2009, HKPDA had over 600 members. They have monthly 
gatherings at the association’s five rehabilitation centers in Wang Tau Hom, Lei Cheng Uk, 
Kornhill, Prince of Wales Hospital and Tuen Mun. 
 
We invited the HKPDA to conjoin with us in conducting this OHE program by sending a 
cover letter (see Appendix I) and a proposal (see Appendix II). 
 
4.2 SUBJECT RECRUITMENT 
 
4.2.1   METHODS 
 
After thorough consideration of available time and resources into consideration, the quota 
of subjects for this OHE program was set at 60. The subjects were recruited through 
several ways: 
 
i. Promotional flyers with details of the OHE program were mailed to every member 
through the association’s newsletter (see Appendix III). 
 
ii. Posters (see Appendix IV) were put up at all five rehabilitation centers. 
 
iii. Preliminary visits were arranged at all except the Tuen Mun center, during which 
details of the program was explained and recruitment of subjects was carried out. 
 - 7 -
 4.2.2 EXCLUSION 
 
There was no restriction on subject’s criteria except: 
 
1. Patients with congenital heart diseases, prosthetic heart valves, heart transplant or a 
history of infective endocarditis, who might suffer serious complications during 
clinical examinations. 
 
2. Patients with less than five sound teeth, since scarce data would be available for data 
significance.  
 
4.3 INFORMED CONSENT 
 
The aims and nature of the OHE program were explained to the subjects. Written consent 
(see Appendix V) was obtained from all subjects.  
 
4.4 RUNDOWN AND SCHEDULE OF THE OHE PROGRAM 
 
Our OHE program consisted of two parts: an initial appointment and a review appointment. 
They were scheduled four weeks apart. Rundown of the two appointments are shown 
below: 
INITIAL APPOINTMENT REVIEW APPOINTMENT 
1. Initial questionnaire 
2. Initial clinical examination of the oral hygiene status 
3. Counseling on proper oral health knowledge, 
attitude and behaviour 
4. OHI 
1. Clinical re-examination  
2. OHI reinforcement 
3. Review questionnaire 
 
 
 
The schedule of our OHE program was set as follows: 
 
 Initial Appointment Review Appointment 
Kornhill Rehabilitation Center 22nd February, 2009 26th March, 2009 
Wan Tau Hom Rehabilitation Center 1st March, 2009 29th March, 2009 
Li Cheng Uk Rehabilitation Center 8th March, 2009 5th April, 2009 
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4.5 INITIAL APPOINTMENT 
 
4.5.1 INITIAL QUESTIONNAIRE 
 
A pilot test for the questionnaires was performed on the non-participants during site visits. 
The questionnaire was designed for use in a face-to-face interview format, after 
considering the possible difficulties of a self-completed questionnaire due to their 
disability or literacy problem. The initial questionnaire (see Appendix VI) aimed to collect 
baseline information about the subjects’ oral health attitude, knowledge and behaviour.  
This questionnaire focused on five areas: 
 
1. Personal information (age, disease condition, education level) 
 
2. Oral health attitude including: 
 
i. Dental health beliefs 
♦ Just like birth, aging and death, loss of teeth is a natural process 
♦ State of teeth is decided at birth and is not related to self-care 
♦ False teeth will be less of a bother than natural teeth 
 
ii. Importance of retaining natural teeth 
♦ Keeping natural teeth is not important 
 
iii. Importance of oral health 
♦ Poor teeth are detrimental to one’s appearance  
♦ State of my teeth is of great importance to me  
♦ Dental problems can affect the body as a whole 
 
iv. Dental service utilization 
♦ Regular visits to the dentist prevent dental problems 
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 3. Oral health knowledge 
♦ Causes and prevention of periodontal disease  
♦ Causes and prevention of dental caries 
 
4. Oral health behaviour 
♦ Tooth brushing difficulties 
♦ Self-evaluation of tooth brushing technique 
♦ Self-evaluation of gum health  
 
5. Oral health problems related to Parkinson’s disease 
♦ Oral problems caused by dry mouth 
♦ Methods of relieving dry mouth 
 
4.5.2 INITIAL CLINICAL EXAMINATION 
 
The oral hygiene status of the subjects before OHE was assessed using the Visible Plaque 
Index (VPI) and Gingival Bleeding Index (GBI) (see Appendix VII) .29, 31 The VPI was 
collected by visual detection of plaque while GBI was collected by running WHO probe 
along the gingival margin and looking for the presence of gingival bleeding. Buccal and 
lingual sites were examined for both indices. If plaque or bleeding was present, “1” was 
marked while “0” was marked on those without plaque or bleeding. Fiber-optic intra oral 
lights and disposable plane mouth mirrors were used (see Appendix VIII). Patients who 
had less than 5 teeth left in the mouth were excluded in the study. All teeth were charted 
except for teeth with crowns and retained roots. 
 
The examinations were carried out by two calibrated examiners and two assistants. The 
calibration was done in the Reception and Primary Clinic Unit and Oral Rehabilitation 
Clinic at Prince Philip Dental Hospital. 
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 4.5.3 COUNSELING ON PROPER ORAL HEALTH KNOWLEDGE, ATTITUDE 
AND BEHAVIOUR 
 
Subjects’ responses to the questionnaire served as the basis for OHE. Tailor-made leaflets 
were distributed to subjects during the counselling on proper oral health knowledge, 
attitude and behaviour. The leaflet ‘Oral Health & Parkinson’s Disease’ (see Appendix IX) 
was designed to improve the subjects’ dental awareness and behaviour and to remind them 
about the correct oral health knowledge and attitude. The leaflet focused on five sections: 
 
1. Oral problems related to Parkinson’s disease 
♦ Dry mouth 
♦ Swallowing problems 
♦ Denture looseness  
 
2. Proper oral health knowledge 
♦ The causes and prevention of dental caries and periodontal disease 
 
3. Proper oral health attitudes 
 
4. Proper oral health behaviours  
♦ Good oral hygiene habit 
♦ Reduction in frequency of sweet food 
♦ Regular dentists visits 
 
5. Oral health homecare instructions 
♦ Taking medication before tooth-brushing  
♦ Ways of thickening the handles 
 
Two other leaflets from the Oral Health Education Unit (see Appendix X) about effect of 
diet on teeth and dental care for the elderly were also distributed to the subjects. 
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 4.5.4 ORAL HYGIENE INSTRUCTIONS 
 
After clinical examination, proper oral hygiene instructions were delivered to the subjects. 
Firstly, the subject was offered a new toothbrush and was asked to brush his own teeth. 
Secondly, proper brushing technique was demonstrated on a tooth model. After that, the 
toothbrush was modified and thickened by inserting the handle into foam tubing (see 
Appendix XI). The subject was then asked to brush again with the new modified 
toothbrush and the technique was reinforced. All subjects were asked to brush with the 
modified toothbrush for the coming four weeks. Bridges and denture cleaning advices were 
also offered to the subjects with these prostheses. 
 
Seven display boards were borrowed from the Oral Health Education Unit (see Appendix 
XII) to provide more information on periodontal disease, proper oral health behaviour, 
cleaning of bridges and denture hygiene and maintenance. 
 
Two tubes of toothpaste and a toothbrush (sponsored by GlaxoSmithKline Hong Kong) 
were given to each subject as souvenir. In addition, denture wearers received denture 
cleaning tablets. 
 
4.6 REVIEW APPOINTMENT 
 
4.6.1 CLINICAL RE-EXAMINATION 
 
The oral hygiene status of the subjects was re-assessed using the Visible Plaque Index (VPI) 
and Gingival Bleeding Index (GBI) (see Appendix VIII).29, 31 Re-examinations were 
conducted by the same two calibrated examiners using the same method as those used 
during the baseline examinations. The examiners were not informed of the baseline clinical 
status. The oral condition was explained and subjects in need for dental treatment were 
advised to seek dental care. 
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 Around 10% of the subjects had duplicated examinations for VPI and GBI performed by 
two examiners during the project for monitoring the inter-examiners’ reliability. 
 
4.6.2 OHI REINFORCEMENT 
 
All subjects were asked to demonstrate tooth brushing in their mouth. Their compliance 
with our instructions was evaluated. OHI was reinforced. Solutions to problems or 
difficulties such as brushing in a sitting position and advice on cleaning the foam tubing 
were provided to help the subjects.  
 
4.6.3 REVIEW QUESTIONNAIRE 
 
The purpose of the review questionnaire (see Appendix XIII) was to evaluate the subjects’ 
improvement in oral health knowledge, attitude, behaviour, use of the modified toothbrush, 
their perceived oral hygiene status, and their evaluation of our program. 
 
A face-to-face interview was conducted using a review questionnaire which focussed on 
the following areas:  
• oral health knowledge 
• oral health attitude 
• oral health behaviour 
• self-evaluation of tooth brushing technique 
• self-evaluation of gum health  
• difficulties in visiting dentists 
• suggestions on dental clinic arrangement and facilities 
• suggestion for dentists and co-workers 
• evaluation of our program 
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 4.7 DATA PROCESSING AND ANALYSIS 
 
The collected data was entered into an Excel worksheet and was then analyzed and 
processed using SPSS Software 16.0.  
 
The VPI and GBI were calculated as the percentage of sites with plaque or bleeding over 
the total number of sites charted. In the report, the mean percentages of the group were 
presented. Different regions were reported separately.  
 
The knowledge score was calculated by counting the total number of acceptable answers 
given by the subjects and up to three answers were recorded for each question. Responses 
like’ do not know’ and ‘no answer’ were excluded. Thus, the knowledge score was ranged 
from 0 to 12, with a higher dental knowledge score indicated better dental knowledge. 
 
The dental attitude score was calculated by counting the total number of statements that the 
subjects showing positive attitude. The score was ranged from 0 to 8, with a higher score 
indicating a more positive attitude. 
 
Paired t-tests were used to compare the changes in the mean VPI, GBI, knowledge score 
and attitude score between the initial appointment and review appointment. A p-value < 
0.05 was considered to be statistically significant. 
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 5. RESULTS 
 
5.1 SUBJECTS 
 
A total of 59 subjects attended the initial appointment. As for the review appointment, 18 
subjects were unable to attend due to sickness, injuries, caretaker unavailability, time 
clashes and poor weather. As a result, the total number of subjects who attended both 
appointments was 41. 
 
5.2 BACKGROUND INFORMATION 
 
The subjects’ background information is shown in Table 1. The age of the 41 subjects 
ranged from 49 to 80. The mean was 64.8 (SD = 7.5), and over half of them (56.1%) were 
over 65 years old. The male-to-female ratio was 6 to 4 (61.0% male). All subjects received 
formal education, of which a majority (70.7%) received secondary education or above. 
 
Table 1. Background information 
 
% of the subjects  
  (n = 41) 
Age
45-54 7.3 
55-64 36.6 
65-74 39.0 
75+ 
 
17.1 
Education level
No formal education 0.0 
Primary education 29.3 
Secondary education 58.5 
Tertiary education or above 
 
12.2 
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 5.3 PARKINSON’S DISEASE CONDITION 
 
Subjects’ PD condition is shown in Table 2. Number of years for which PD was diagnosed 
varied from 1 to 23, with a mean of 9.5 (SD = 5.5) years. Majority of the subjects (70.7%) 
were able to walk independently without any walking aid. Nearly a quarter (24.4%) of 
them used walking frames or sticks, and the others (4.9%) required wheelchairs. Most of 
them (63.4%) had the rigid-dominant type of symptom. 
 
 
Table 2. Parkinson’s disease condition 
 
% of the subjects  
 (n = 41) 
Disease had been diagnosed (yrs)  
<4 9.7 
4-6           24.4 
7-9           24.4 
10-12           17.1 
13-15           12.2 
>15 
 
          12.2 
Walking ability  
Able to walk independently without aids             70.7 
With frames or sticks 24.4 
With wheelchair 
 
            4.9 
Type of symptom  
Rigid-dominant             63.4 
Tremor-dominant 
 
            36.6 
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 5.4 ORAL HEALTH KNOWLEDGE 
 
Results of the subjects’ oral health knowledge are shown in Table 3. 
 
5.4.1 AT THE INITIAL APPOINTMENT 
 
When asked about the causes of tooth decay, 17.7% did not know the answer. Many of 
them (82.9%) were able to give at least one correct answer (‘poor oral hygiene or brushing 
technique’, ‘sweet food’ or ‘bacteria or plaque’). 
 
Knowledge about the causes of periodontal disease was poorer, 43.9% replied that they did 
not know the answer. Only 4.9% and 17.1% knew that calculus and bacteria/plaque would 
cause periodontal disease respectively. There were also some misconceptions about the 
causes of periodontal disease such as ‘hot air’, trauma to the gum, insufficient sleep and 
malnutrition. 
 
For the prevention of tooth decay, the majority (82.9%) was able to answer that proper 
brushing technique could help preventing tooth decay. Over a quarter of them (26.8%) 
were able to correctly identify ‘limiting sugar intake’ as a way to prevent tooth decay. 
However, none of them knew that ‘fluoridated toothpaste or products’ could help 
preventing tooth decay. 
 
Knowledge about prevention of periodontal disease was poorer and less than half of the 
subject (43.9%) was able to identify ‘proper brushing technique’ as a prevention measure 
for periodontal disease. Only some (17.1% and 7.3% respectively) have the knowledge that 
‘regular dental check-up or scaling’ and the use of ‘medicated toothpaste or mouth-rinse’ 
could help preventing periodontal disease. 
 
The oral health knowledge score ranged from 0 to 8 (full score 12), with the means score 
3.8 (SD = 2.0). 
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 5.4.2 AT THE REVIEW APPOINTMENT 
 
Majority of the subject was able to identify at least two correct answers for the causes of 
tooth decay (95.1% for ‘poor oral hygiene or brushing technique’ and 90.2% for ‘sweet 
food’) and periodontal disease (82.9% for ‘poor oral hygiene or brushing technique’ and 
78.0% for ‘bacteria or plaque’). 
 
For the prevention of tooth decay, all subjects were able to give at least one correct answer 
and more than 90% were able to give two (100% for ‘proper brushing technique’ and 
90.2% for ‘limit sugar intake’). One quarter of them (26.8%) was able to give ‘fluoridated 
toothpaste or products’ as one of the correct answers. 
 
For the prevention of periodontal disease, over three-fourths of them were able to get at 
least two answers correct (92.7% for ‘proper brushing technique’ and 78.0% for ‘regular 
dental check-up/scaling’). 
 
The oral health knowledge score at the review appointment ranged from 4 to 12 (full score 
12), with the mean score 9.1 (SD = 2.2), which had improved significantly (p<0.001). 
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Table 3. Oral health knowledge 
% of the subjects  
 (n = 41) 
 initial 
appointment 
review 
appointment 
Causes of tooth decay (max. 3 ans.)  
Sweet food 56.1* 90.2* 
Poor oral hygiene/brushing technique 53.7* 95.1* 
Bacteria/plaque 26.8* 78.0* 
Sour food 9.8 7.3 
No regular dental check-up 2.4 2.4 
Others 2.4 0.0 
Do not know 17.1 0.0 
Causes of periodontal disease (max. 3 ans.)  
Poor oral hygiene/brushing technique 39.0* 82.9* 
Bacteria/plaque 17.1* 78.0* 
Calculus 4.9* 61.0* 
‘Hot air’/traditional Chinese explanation 12.2 0.0 
Trauma from brushing 7.3 0.0 
Insufficient sleep 7.3 0.0 
Malnutrition/lack of vitamin deficiency 4.9 2.4 
No regular dental check-up 2.4 4.9 
Others 9.8 2.4 
Do not know 43.9 2.4 
Prevention of tooth decay (max. 3 ans.)  
Proper brushing technique 82.9* 100.0* 
Limit sugar intake 26.8* 90.2* 
Fluoridated toothpaste/products 0.0* 26.8* 
Rinse after eating 17.1 14.6 
Regular dental check-up 7.3 17.1 
Others 9.8 4.9 
Do not know 9.8 0.0 
Prevention of periodontal disease (max. 3 ans.)  
Proper brushing technique 43.9* 92.7* 
Medicated toothpaste/mouth-rinse 7.3* 41.5* 
Regular dental check-up/scaling 17.1* 78.0* 
Avoid intake of ‘hot air’ inducing food/drink herbal 
tea/Chinese medicine 
7.3 2.4 
Rinse after eating 2.4 2.4 
Fruits/nourishing foods 0.0 2.4 
Others 9.8 4.9 
Do not know 41.5 7.3 
Mean oral health knowledge score (SD) 
(full score 12) 
 
3.8 (2.0) 9.1 (2.2)
(p<0.001)
(* correct answers)   
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 5.5 ORAL HEALTH ATTITUDES 
 
Results of the subjects’ oral health attitudes are shown in Table 4. 
  
5.5.1 AT THE INITIAL APPOINTMENT 
 
More than half of the subjects (63.4%) thought that ‘tooth loss is a natural process’, 
whereas a quarter of them (24.4%) thought that ‘keeping natural teeth is not important’ and 
17.1% thought that ‘the state of teeth are decided at birth’. 
 
The oral health attitudes score ranged from 3 to 8 (full score 8), with the mean score 6.6 
(SD = 1.2). 
 
5.5.2 AT THE REVIEW APPOINTMENT 
 
More than 90% of the subjects showed positive oral health attitudes in most of the 
questions. All of the 41 subjects agreed that ‘teeth are important’, but near a quarter of 
them (24.4%) still thought that ‘tooth loss is a natural process’. 
 
The oral health attitudes score ranged from 5 to 8 (full score 8), with the mean score 7.5 
(SD = 0.8), which had improved significantly (p<0.001). 
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Table 4. Oral health attitudes 
 
% of the subjects  
 (n = 41) 
 
agree disagree no comment  
  
initial 
appointment 
 
review 
appointment 
 
initial 
appointment 
 
review 
appointment 
 
initial 
appointment 
 
review 
appointment 
Tooth loss is a natural 
process 
 
63.4 24.4 36.6* 75.6* 0.0 0.0 
The status of teeth are 
decided at birth 
 
17.1 4.9 78.0* 95.1* 4.9 0.0 
Teeth are important 
 
97.6* 100.0* 2.4 0.0 0.0 0.0 
Poor teeth are 
detrimental to 
appearance 
 
90.2* 97.6* 9.8 2.4 0.0 0.0 
Keeping natural teeth 
is not important 
 
24.4 9.8 73.2* 90.2* 2.4 0.0 
Dental problems can 
affect the body as a 
whole 
 
97.6* 97.6* 2.4 2.4 0.0 0.0 
False teeth will be 
better than natural 
teeth 
 
9.8 4.9 87.8* 95.1* 2.4 0.0 
Regular dental visit 
can prevent dental 
problems 
 
97.6* 97.6* 0.0 2.4 2.4 0.0 
 initial appointment review appointment 
Mean oral health attitudes score (SD) 
 
(full score 8) 
 
6.6 (1.2) 7.5 (0.8) 
(p<0.001) 
(* positive attitude)   
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 5.6 ORAL HEALTH BEHAVIOURS 
 
5.6.1 ORAL HYGIENE HABITS 
 
I. TOOTH BRUSHING HABITS 
 
Results of tooth brushing habits of the subjects are shown in Table 5. 
 
All 41 subjects brushed their teeth entirely on their own. At the initial appointment, about 
three quarters of them (78%) performed tooth brushing at least twice per day and on 
average spent more than three minutes each time (75.6%). At review appointment, the 
number of subjects, who performed tooth brushing at least twice per day, increased to 
92.7%. The number of subjects who on average spent more than three minutes each time, 
increased from 75.6% to 87.8%. 
 
Table 5. Tooth-brushing habits 
 
% of the subjects  
 (n = 41) 
 initial 
appointment 
review 
appointment 
Number of times of tooth-brushing each 
day
  
<1 2.5 0.0 
<1 19.5 7.3 
<2 70.7 82.9 
≥3 
 
7.3 9.8 
 Average time spent on tooth-brushing 
(min.)
<3 24.4 12.2 
<3-5 48.8 43.9 
>5 26.8 43.9 
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 II. MODIFIED TOOTHBRUSH HANDLES 
 
Results of the use of modified toothbrush handles are shown in Table 6.  
 
Before providing the modified toothbrush handles, near two-thirds of the subjects (63.4%) 
found difficulties in controlling the direction and force during tooth brushing. Less than a 
quarter of them (24.4%) reported no difficulties. After providing the modified toothbrush 
handles and oral health education, near three-fourths of the subjects (73.2%) used the 
modified toothbrush handles within the 4 weeks between the two appointments. Among 
those, 96.7% claimed that they would continue to use the handles. More than three quarter 
of them (76.7%) found it easier to grip, more than half of them (53.3%) found it easier to 
control the direction, and about two-thirds (66.7%) found it easier to control the force. 
 
Among the one-fourth (26.8%) who had not been using the modified toothbrush handles, 
over one-third (36.4%) complained filthiness of the modified toothbrush handles, whereas 
another one-third (36.4%) found the handles difficult to use and over one quarter (27.2%) 
reported no difficulties in brushing with normal toothbrushes when the drugs were working. 
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Table 6. Modified toothbrush handles 
 
Initial appointment 
 
% of the subjects Tooth brushing difficulties (multiple ans. allowed) (n = 41) 
  
Difficult in controlling the direction 63.4 
Difficult in controlling the force 63.4 
Toothbrush handle is too slim 41.5 
Toothbrush drops frequently 14.6 
Others 04.9 
No difficulties 
 
24.4 
 
Review appointment 
 
% of the subjects Whether using the modified toothbrush handles or not (n = 41) 
  
Yes  73.2 
No  
 
26.8 
% of the subjects Reasons for not using the modified toothbrush handles  
(multiple ans. allowed) (n = 11) 
  
Feel dirty 36.4 
Difficult to use 36.4 
No tooth-brushing problems when the drugs were working 
 
27.2 
How the modified toothbrush handles were helpful  
(multiple ans. allowed) 
% of the subject 
(n = 30) 
  
Easier to grip 76.7 
Easier to control the force 66.7 
Easier to control the direction 53.3 
Others 
 
13.3 
Whether continue to use the modified toothbrush handles  
Yes  96.7 
No  
 
03.3 
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 5.6.2 SUBJECTS’ COMMENTS ON THEIR OWN TOOTH BRUSHING 
TECHNIQUE AND ORAL HEALTH 
 
Results of the subjects’ comments on their own tooth brushing technique and oral health 
are shown in table 7. 
 
At the initial appointment, more than half of the subjects (51.2%) rated their tooth-
brushing technique as ‘fair’, whereas only about one-fifth (19.5%) rated it as ‘good’ and 
over one-fourth (29.3%) rated it as ‘bad’ or ‘very bad’. More than half of them (63.3%) 
considered their teeth and gum healthiness as ‘fair’, less than one-fifth (12.2%) considered 
it as ‘good’, near one-fourth (24.4%) considered it as ‘unhealthy’ or ‘very unhealthy’. At 
review appointment, a majority (90.2%) reported improvement in tooth brushing technique 
and more than half (68.3%) found improvement in their own gum healthiness. 
 
 
 
Table 7. Comments on tooth brushing technique and oral health 
 
Initial appointment 
 
% of the subject  
 (n = 41) 
Ratings for their own tooth brushing technique  
Very good  00.0 
Good 19.5 
Fair 51.2 
Bad 22.0 
Very bad 
 
07.3 
Comments on their own gum healthiness  
Very healthy 00.0 
Healthy  12.2 
Fair  63.4 
Unhealthy  22.0 
Very unhealthy 
 
02.4 
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Table 7. (Continued) 
 
 
 Review appointment 
 
% of the subject  
 (n = 41) 
Improvement in tooth brushing technique  
Greatly improved 24.4 
Improved 65.9 
No difference 09.7 
Deteriorated 00.0 
Badly deteriorated 00.0 
 Improvement in gum healthiness
Greatly improved 07.3 
Improved 61.0 
No difference 29.3 
Deteriorated 02.4 
Badly deteriorated 
 
00.0 
 
 
 
5.6.3 PAST DENTAL VISITS  
 
Results of the past dental visits of the subjects are shown in Table 8. 
 
All of the subjects had visited dentists before. Near half of them (51.2%) visited dentists 
less than one year ago. Most of them (80.5%) visited dentists for treatment, while the 
others (19.5%) visited dentist for regular check-up. Over half of the subjects encountered 
barriers in accessing dental care while 48.8% did not experience any difficulties. The 
barriers varied from fear of visiting dentists (19.5%), to high cost of dental visit (17.1%). 
Among those, 17.1% suggested that dentists should allow them to rearrange their 
appointments freely to match the therapeutic time of their drugs, and 12.2% wanted 
appointments to be on public holidays. More than one-fourth of them (29.3%) preferred the 
dentists and co-workers to be more understanding and friendly. 
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Table 8. Past dental visits 
 
% of the subject 
 (n = 41) 
Last dental visit  
Less than six months ago 31.7 
Six months to one year ago 19.5 
One to three years ago 29.3 
More than three years ago 
 
19.5 
Reasons for the last dental visit  
Dental treatment 80.5 
Regular dental check-up 
 
19.5 
Difficulties in visiting dentists (multiple ans. allowed)  
Fear 19.5 
Too expensive 17.1 
Appointment time cannot match the therapeutic time of the Parkinson’s 
drugs 
14.6 
Hard to reach the dental clinics due to movement difficulties 09.8 
Nobody to accompany 09.8 
Difficult to control the muscle during treatment 07.3 
Dental chair is uncomfortable 04.9 
Dentists reject to provide treatment 02.4 
Others 09.8 
No difficulties 
 
48.8 
  
Suggestions on dental clinics arrangement and facilities  (multiple 
ans. allowed) 
 
Able to rearrange appointment freely to match the therapeutic time of 
the Parkinson’s drugs 
17.1 
Able to have appointment on the public holidays 12.2 
More space for the wheelchairs 09.8 
Facilities to help them to move in the clinics 04.9 
Able to be treated on the wheelchair 04.9 
Others 24.4 
No comment 
 
48.8 
Suggestions for dentists and co-workers  (multiple ans. allowed)  
Able to understand what they need 29.3 
Be friendly 17.1 
Able to transfer them to the dental chair properly 02.4 
Others  09.8 
No comment 56.1 
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 5.7 DRY MOUTH 
 
Results of dry mouth are shown in Table 9. 
 
Most of the subjects (78%) complained of dry mouth. More than half of them (53.7%) did 
not know the impacts of dry mouth on oral health, whereas only a few of them thought that 
dry mouth might contribute to ‘tooth decay’ and ‘periodontal disease’, and none of them 
knew that dry mouth could affect the stability of dentures. Most of them (80.5%) knew that 
dry mouth could be solved by drinking fluids, but none of them knew the other possible 
solutions such as avoiding dry food, chewing sugar-free sweets, and avoiding alcohols and 
cigarettes. 
 
 
Table 9. Dry mouth 
 
% of subject  
 (n = 41) 
Feeling of dry mouth  
Yes 78.0 
No 
 
22.0 
Effects of dry mouth on oral health (multiple ans. allowed)  
Bad breath 14.6 
Alteration/loss of taste 14.6 
Increases risk of tooth decay 07.3 
Worsens periodontal disease 02.4 
Difficulties in swallowing 02.4 
Candidal/fungal infection 00.0 
Difficulties in controlling denture 00.0 
Others 04.9 
Do not know 
 
53.7 
Solutions to dry mouth (multiple ans. allowed)  
Frequent sips on water/juices 80.5 
Avoid dry food 00.0 
Chewing sugar-free sweets 00.0 
Avoid alcohol and cigarettes 00.0 
Others 09.8 
Do not know 09.8 
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 5.8 CLINICAL EXAMINATION 
 
Results of clinical examination are shown in Table 10, Figure 1 and 2. Regarding the inter-
examiner reliability, there was good agreement for VPI (Kappa statistics value: 0.83) and 
substantial agreement for GBI (Kappa statistics value: 0.65). 
 
 
5.8.1 AT THE INITIAL APPOINTMENT 
 
The full-mouth mean VPI was 46.0%. The highest mean VPI was found in the lower 
lingual region (59.9%), while the lowest was found in the upper palatal region (35.5%).  
 
The full-mouth mean GBI was 22.8%. The highest mean GBI was found in the lower 
lingual region (33.0), while the lowest was found in the upper palatal region (15.6%), 
which showed the same pattern as the mean VPI. 
 
5.8.2 AT THE REVIEW APPOINTMENT 
 
The full-mouth mean VPI was 24.9%, which decreased significantly (p<0.001). The 
highest mean VPI was found in the lower lingual region (32.6%), while the lowest was 
found in the upper palatal region, which showed the same pattern as that at the initial 
appointment. All mean VPI in the four regions decreased significantly (p<0.001). 
 
The full-mouth mean GBI was 20.9%. The highest mean GBI was found in the lower 
lingual region, while the lowest GBI was found in the upper buccal region. Changes of the 
full mouth mean GBI and those in all the four regions were not significant (p>0.05). 
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Table 10. Clinical examination 
 
  
Initial appointment 
Mean% (SD) 
 
Review appointment 
Mean% (SD) p value 
VPI    
Full mouth 46.0 (24.2) 24.9 (20.3) <0.001 
Upper buccal 45.1 (33.6) 28.2 (30.1) <0.001 
Upper palatal 35.6 (31.0) 17.8 (23.0) <0.001 
Lower buccal 41.4 (31.7) 21.6 (24.3) <0.001 
Lower lingual 
 
59.9 (31.1) 32.5 (27.9) <0.001 
GBI    
Full mouth 22.8 (14.6) 20.9 (16.3) 0.457 
Upper buccal 17.6 (16.8) 13.7 (20.9) 0.252 
Upper palatal 15.6 (15.5) 22.4 (24.8) 0.080 
Lower buccal 22.5 (22.0) 21.0 (22.1) 0.595 
Lower lingual 
 
33.0 (23.3) 26.9 (22.8) 0.180 
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 Figure 1.   Mean VPI 
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 5.9 COMMENTS ON THE ORAL HEALTH EDUCATION PROGRAM 
 
Results of subjects’ satisfaction to the oral health education program are shown in Table 11. 
 
Almost all of the subjects (95.1%) were very satisfied or satisfied with the oral health 
education program, despite a small percentage commented it as ‘fair’. Most of them 
(70.7%) looked forward to receiving simple dental treatment and more than half of them 
(56.1%) would like to have an oral health talk. 
 
Table 11. Comments on the oral health education program 
 
% of the subject  
 (n = 41) 
Satisfaction to the oral health education program  
Very satisfied 58.5 
Satisfied 36.6 
Fair 04.9 
Not satisfied 00.0 
Very not satisfied 
 
00.0 
Suggestion for the oral health education program  
(multiple ans. allowed) 
 
Simple dental treatment 70.7 
Oral health talk 56.1 
Others  12.2 
No comment 09.8 
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 6.  DISCUSSION 
 
6.1 SUBJECTS 
 
Our target subjects were members from HKPDA who signed up voluntarily. Therefore 
they might not represent the whole PD population in Hong Kong. Nevertheless, this 
program did not aim to obtain any epidemiological data of PD patients in Hong Kong. 
Instead it was to provide OHE to a group of people in need.  
 
6.2 ORAL HEALTH KNOWLEDGE 
 
Oral health knowledge score was low at the initial appointment. A probable reason is that 
some subjects had never received proper OHE before. Some concepts may have been 
difficult for them, knowledge about periodontal disease was particularly inadequate. Only 
less than 40% knew that proper tooth brushing correlates in the prevention of periodontal 
disease.  
 
The significantly improved oral health knowledge score at the review appointment may be 
attributed to our tailor-made “Oral Health & Parkinson’s Disease” leaflet, which were used 
during our one-on-one counseling and were distributed to the participants after the 
appointment. Over 90% of the subjects recalled that proper tooth brushing techniques 
could prevent tooth decay and periodontal disease. However, concepts like fluoridated 
toothpaste, medicated toothpaste/mouth-rinse, bacteria and calculus still seemed difficult 
for them. More diagrammatic illustrations would be helpful when delivering such 
messages, and repeated reinforcement could help in consolidating their knowledge. 
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 6.3 ORAL HEALTH ATTITUDE 
 
Most subjects had the misconception that “tooth loss is a natural process” and “keeping 
natural teeth is not important” before the OHE program. The misconception that “tooth 
loss is related to aging” was also shared by some Chinese, Pacific Asians, Caucasians and 
the elderly residents in the United States.27 They may also be overwhelmed by their 
physical and medical condition, making oral care a lower priority in their life, until 
problems arrive.26 After the OHE program, the oral health attitude score improved 
significantly (p < 0.05) and more than double of them knew tooth loss was not a natural 
process. A probable reason may be due to the proper oral health attitude presented through 
our tailor-made ‘Oral Health & Parkinson’s Disease’ leaflet and our one-on-one counseling 
after the questionnaire. 
 
 
6.4 ORAL HEALTH BEHAVIOR AND OHI 
 
Before OHE, nearly 80% of the subjects felt that their tooth brushing technique was not 
good enough and around 90% of them did not think their gum were healthy. Over 80% of 
the subjects experienced various difficulties in tooth brushing. 
 
After OHE, over 90% and 70% of the subjects felt improvements in their tooth brushing 
technique and improvement in gum healthiness respectively. The perceived improvement 
of gum healthiness may be due to the improvement in tooth brushing technique and the use 
of modified toothbrush handles. This improvement of gum healthiness in turn may provide 
positive motivation for the subjects to devote more time on tooth brushing. Most of them 
brushed at least twice daily and spent more than three minutes on average. 
 
Toothbrush handle adaptations have been recommended in the literature to help retain PD 
patient’s independence in performing teeth or denture cleaning.2, 7, 8 One simple and 
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 successful technique is to enlarge the diameter of the brush handle using cylindrical 
foam.28 The improved handle may make it easier to grip, move and direct the 
toothbrush.19,28 After providing the modified toothbrush handles and OHE, the majority of 
subjects (96.7%) said they would continue to use the modified toothbrush. They felt easier 
to grip (76.7%), to control the force (66.7%) and to control the direction (53.3%) of the 
toothbrush. Yet, a small portion of the subjects found it dirty and difficult to use. These 
subjects probably had not yet adapted to the new tooth brush handle and were unaware that 
the foam could be cleansed and reused. These solutions were presented to subjects at the 
review appointment.  
 
6.5 ORAL HYGIENE STATUS 
 
Both the VPI and GBI decreased after the OHE program. This could be due to our 
personalised OHI, modified toothbrush and their improved oral knowledge, attitude and 
behaviour. Nearly all of the subjects (>92%) understood that proper tooth brushing 
technique can prevent dental caries and periodontal disease. Most of them understood that 
tooth loss is not a natural process. At the same time, they knew that tooth loss may be due 
to periodontal disease or dental caries. This increased oral health awareness, through the 
OHE program, may have motivated the subjects, to improve their oral hygiene status.  
 
The full mouth mean VPI score decreased significantly after OHE program. The decrease 
reflected that our personalised OHI and modified toothbrush handles could effectively help 
the subjects to reduce the dental plaque.  
 
However, the decrease in full mouth mean GBI score was not enough to be statistically 
significant (p>0.05) . This may be due to the following patient factors and the limitations 
of the GBI, described below: 
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 1. Patient factors 
 
The effectiveness of plaque removal can be assessed in short time, but subsidence of 
gingival inflammation requires a longer period of time. 
 
Compared to general population, PD patients (especially the elderly PD patients) may 
require a longer period of adaptation in performing tooth brushing with the modified 
handle. For this reason, many patients may have only mastered the proper tooth 
brushing technique one to two weeks after the initial appointment, instead of the 
anticipated four weeks. Given a longer evaluation period, the reduction in full mouth 
mean GBI score may become more significant. 
 
OHI requires continuous reinforcement. Unfortunately, a reinforcement visit could 
not be arranged between the initial appointment and review appointment. It was 
already very encouraging to see such reduction in both the VPI and GBI after only a 
one-time OHI. 
 
2. Limitations of GBI 
 
Some gingival inflammation cannot subside without the intervention of a dental 
surgeon.  
 
By recording only absence or presence of bleeding for the GBI, reduction in the 
amount of bleeding could not be reflected. It may be better to record the gingival 
health with grading system such as Gingival Index.31 However, a simpler index was 
chose due to time constraints and patient intolerance. 
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 6.6 DENTAL VISIT AND SUBJECTS’ RECOMMENDATION 
 
Cost, anxiety and access to dental premises have been reported as the three major barriers 
to dental care for patients with PD by Dougall and Fiske.8 This corresponds with our 
observations during the OHE program. Fear and anxiety are common barriers in the 
general population.8 Mobility problems might be the main barrier for PD patients and it 
may be due to effects of drugs and their physical condition.8
 
Drug-induced motor fluctuations occurs outside the therapeutic time of the drug.15 Some 
subjects attended but could not undergo dental treatment due to severe tremor during our 
OHE program. It is important to consider the subjects’ best time of day to receive dental 
care. 
 
It is also important to assist PD patients with mobility problems into and out of dental 
chairs. The design of the dental clinic can include handrails and slopes for their 
convenience. Staff should also be trained in transferring patients from the wheelchair to 
dental chair.  
 
It was observed that having the PD patient’s caretakers by the chairside can help the PD 
patients express their needs and further enhance the patient-dentist communication.  It is 
helpful for the PD patients to be accompanied by the caretakers during dental visits 
 
 
 
 
 - 37 -
 6.7 PATIENT’S COMMENTS ON OUR ORAL HEALTH EDUCATION PROGRAM 
 
Almost all of the participants (95.1%) felt satisfied in our OHE program and showed 
appreciation to our care.  
 
Some patients suggested that we can provide simple dental treatment. However, the aims 
of our OHE program were to improve their oral health knowledge, attitude and behaviour 
and to raise their awareness about their oral hygiene condition. It is important to encourage 
patients who were irregular dental attendees to seek appropriate dental service rather than 
providing treatment for them. It is hoped that our program can motivate the subjects to 
become regular dental attendees.  
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 7. CONCLUSION 
 
In this study we conclude that: 
 
 
1. Through the OHE program, both the oral health knowledge and attitude scores both 
improved significantly (p < 0.001), from 3.8 to 9.1 and from 6.6 to 7.5 respectively. 
The oral health behaviour had improved. The subjects were willing to devote more 
time on tooth brushing. 
 
2. Through the OHE program, both the full mouth mean VPI and GBI score decreased. 
The full mouth mean VPI score showed a statistically significant decrease (p < 0.001) 
from 46% to 24%. However, the decrease in full mouth mean GBI score decreased 
from 22.8% to 20.9% and was not enough to be statistically significant (p > 0.05). 
Given longer evaluation time and more reinforcement, the decrease may able to give a 
more statistically significant result. 
 
3. The main difficulties in visiting dentists are fear, high cost and mobility problem due 
to effects of drugs and their physical condition. 
  
4. With the modified toothbrush handle and OHE, the subjects found it easier to grip 
(76.7%), to control the force (66.7%) and to control the direction (53.3%) of the brush. 
The majority of subjects (96.7%) said they would continue to use the modified 
toothbrush.  
 
5. Our personalised OHE program was feasible and could benefit the PD patients in 
Hong Kong. 
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 8. RECOMMENDATIONS  
 
From the findings of this study, we recommend that: 
 
1. Dentists should understand that mobility problems may be one of the main barriers for 
PD patients in accessing dental care. It is important to consider the therapeutic time of 
drugs and to choose the best time for dental appointment. 
 
2. It can be helpful to encourage the caretakers to accompany PD patients for dental 
visits and oral hygiene instructions. 
  
3. Dentists can recommend patients with poor manual dexterity to use the modified 
toothbrush handles for better grip and control of toothbrush. 
  
4. It is essential to deliver continuously reinforced OHE including proper OH knowledge, 
attitude, behaviour and personalised oral hygiene instructions for the PD patients, in 
order to improve their oral health awareness and oral hygiene practices. 
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 APPENDIX I: 
LETTER TO HKPDA 
 
 
親愛的江小姐： 
 
有關為柏金遜症患者提供口腔健康服務 
 
你好，本人現代表一班香港大學牙醫學院四年級的學生，特此向 貴會致函。我們正進行
一項社區口腔健康計劃，旨在了解柏金遜症患者的口腔問題，以及向他們提供口腔衛生教
育，藉此提升他們對口腔健康的關注。 
 
柏金遜症患者除了因肢體活動困難影響口腔護理外，他們一般都有各種口腔問題，例如口
乾、吞嚥困難、根齲、口腔灼熱症候群等等。因此教導柏金遜症患者認識其個人口腔問
題，以及妥善的口腔護理方法，對他們尤其重要。 
 
我們懇切邀請 貴會與我們合作，於二零零九年二月下旬至三月上旬舉辦一項為期兩天的
口腔健康服務。服務內容包括免費口腔檢查及分析、口腔衛生教育、展板及跟進檢查。為
使是次活動能順利進行，我們祈望 貴會能提供是次活動的場地。 
 
隨函附上的計劃詳情，敬希查照。如有任何查詢，歡迎與本人聯絡，方法如下： 
 
電郵：conconling@gmail.com 
電話：9754 1297 
 
敬希 貴會協辦為盼，並請於二零零九年一月九日前賜覆，先此致謝。敬祝 
 
聖誕快樂及新年進步！ 
 
 
 
     
   
香港大學牙醫學院 
牙醫學院學生 
凌珮瑜
 
 
     
  
香港大學牙醫學院 
牙齒公共衛生學副教授 
王春美博士
 
二零零八年十二月二十二日 
香港大學牙醫學院牙周病學及公共衞生學
Periodontology & Public Health, Faculty of Dentistry
3/F, Prince Philip Dental Hospital, 34 Hospital Road, Hong Kong.
TEL: (852) 2859 0301 FAX: (852) 2858 7874
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 APPENDIX II 
PROPOSAL FOR HKPDA 
 
香港大學牙醫學院牙齒公共衛生學系 
社區口腔健康計劃 
計劃書 
 
 
1. 活動簡介 
柏金遜症患者一般都有口腔健康問題，例如口乾、吞嚥困難等。肢體活動上的困難，亦為柏金遜
症患者帶來口腔護理上的不便，影響其口腔衛生。我們計劃與香港柏金遜症會合作，透過是次活
動，向柏金遜症患者提供個人口腔衛生教育，以提升他們對口腔健康的關注，及幫助他們保持理
想的口腔衛生水平。 
 
 
2. 活動目的 
1) 了解柏金遜症患者的口腔護理習慣 
2) 檢查及評估柏金遜症患者的口腔情況 
3) 向柏金遜症患者及照顧者解釋其個人口腔問題，並教授有效的口腔護理方法 
4) 於一個月後跟進柏金遜病患者口腔健康的改善情況 
 
 
3. 活動對象 
任何對是次活動有興趣之香港柏金遜症會會員及其照顧者 
 
 
4. 活動內容 
是次活動合共三部份： 
 
活動二 
活動 活動一 口腔健康資訊展板 
活動三 
口腔健康情況跟進 一對一口腔檢查及口腔衛生教育 
對象 柏金遜症患者及其照顧者 (香港柏金遜症會會員) 活動二之參加者 
人數上限 100 名柏金遜症患者 (口腔檢查) 
日期 2009 年 2 月 28 日及 3 月 1 日 2009 年 2 月 28 日及 3 月 1 日 2009 年 3 月 28 日及 29 日 
時間 9 時至 5 時 9 時至 5 時 9 時至 5 時 
地點 待定 待定 待定 
內容 
1. 口腔衛生資訊展板及影
片播放，內容為與柏金
遜症相關的口腔問題： 
¾ 口乾 
¾ 根齲 
¾ 吞嚥困難 
¾ 口腔灼熱症候群 
¾ 口腔護理問題 
2. 問卷調查 
1. 免費口腔檢查 
2. 個人口腔衛生教育 (口腔
護理常識、口腔清潔方
法) 
1. 免費口腔檢查 
2. 向參加者報告口腔衛生
改善情況 
3. 鞏固口腔護理知識 
 
3.  活動宣傳 
1)  海報 
2)  向會員派發傳單 
3)  柏之訊 
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 APPENDIX III 
PROMOTIONAL FLYER MAILED TO MEMBERS OF HKPDA 
 
 
                     香港柏金遜症會           香港大學牙醫學院 
合辦 
 
 
 
 
 
 
 
 
本活動旨在教導柏金遜症患者認識個人口腔問題，以及妥善的口腔護理方
法。所有牙科治療及檢查均由香港大學牙醫學老師及學生提供。 
 
服務對象 : 香港柏金遜症會會員 (柏金遜症患者) 
地點及日期 :  康山復康中心  (2月22日 及 3月26日) 
橫頭磡復康中心 (3月1日 及 3月29日)                        
                       李鄭屋復康中心 (3月8日 及 4月5日) 
時間 : 上午10:30 –下午 12:30 / 下午2:30 – 4:30 
              (請根據由本會安排之檢查時間) 
費用：全免 
名額：60 名 
服務內容 : 口腔檢查、口腔衛生指導、展板、跟進檢查 
 
參加者須知： 
1. 如參加者正接受任何藥物治療，請於活動當天帶備，以助了解參加
者的健康狀況。 
2. 參加者請自備牙刷。 
3. 本會建議柏金遜症病人參加者由家人/照顧者陪同出席 
 
 
你的檢查時間 :  
(請提早十五分鐘到達會場) 
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 APPENDIX IV 
POSTER FOR PROMOTION OF THE OHE PROGRAM 
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 APPENDIX V 
 
 
 
香港大學牙醫學院 
Faculty of Dentistry, The University of Hong Kong 
 
同意書 
Consent Form  
 
 
1. 有關是次研究的目的及檢查性質已由以下人仕向本人清楚解釋：  
 
     ____________________  
 
 
2. 本人明悉該項檢查由負責是次研究的牙科學生進行。 
 
 
3. 本人 _________________ 茲同意參與是次口腔衞生研究所提供的口腔調查及口腔衛生教
育。  
 
 
1. The aim of the research and the nature of this check-up has been explained to me by the 
following person(s):  
 
______________________  
 
 
2.  I understand that this check-up will be performed by an undergraduate dental student.  
 
 
3. I __________________ hereby consent myself to undergo this check-up and oral health 
education as a part of the dental public health project.  
 
_________________  
病人簽署 
Signature of Patient 
 
 
 
___________________   
牙科學生簽署  
Signature of Dental Student  
 
___________________   
指導醫生簽署  
Signature of Supervisor  
日期：      
CONSENT FORM 
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 APPENDIX VI 
 
INITIAL QUESTIONNAIRE                          
 
Please put “3” in the appropriate box. Choose one answer for each question (unless specified). 
All information will be kept strictly confidential 
Location: □ Kornhill     □ Wang Tau Hom   □ Lei Cheng Uk     Score: ___/8; ___/12 
 
Personal Details 
Name: __________________    Year of Birth: _____    Sex: M / F 
 
1) How long have you been diagnosed with Parkinson’s disease? ___years 
 
2) Education Level:  
□ 1 No formal education □ 2 Primary education  □ 3 Secondary education  
□ 4 Tertiary education  □ 5 Above tertiary education 
 
A) Oral Health Knowledge 
 
1) What do you think is/are the cause(s) of tooth decay? (Answers not provided, max. 3 ans.) 
□ 1 Poor oral hygiene/Poor brushing technique 
□ 2 Bacteria/Plaque 
□ 3 Sweet food 
□ 4 No regular dental check-up 
□ 5 “Hot air”/Traditional Chinese explanation 
□ 6 Sour food 
□ 7 Others, please specify: _______________________ 
□ 8 Don’t know 
 
2) What do you think is/are the cause(s) of periodontal disease? (Answers not provided, max. 3 ans.) 
□ 1 Poor oral hygiene/Poor brushing technique 
□ 2 Bacteria/Plaque 
□ 3 Calculus 
□ 4 Smoking 
□ 5 No regular dental check-up 
□ 6 “Hot air”/Traditional Chinese explanation 
□ 7  Insufficient sleep  
□ 8 Trauma from brushing  
□ 9 Malnutrition, lack of vitamin C  
□ 10 Others, please specify: _______________________  
□ 11 Don’t know  
 
3) How to prevent tooth decay? (max.3 ans.) 
□ 1 Proper brushing technique 
□ 2 Limit sugar intake 
□ 3 Use fluoridated toothpaste/products 
□ 4 Regular dentist check-up 
□ 5 Rinse after eating 
□ 6 Others, please specify: _______________________  
□ 7 Don’t know  
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 4) How to prevent gum disease? (Answers not provided, max. 3 ans.) 
□ 1 Proper brushing technique 
□ 2 Use medicated toothpaste/mouth-rinse 
□ 3 Regular dental check-up 
□ 4 Limit intake of hot air producing food, drink herbal tea/Chinese medications  
□ 5 Avoid Smoking 
□ 6 Eat fruits and nourishing foods  
□ 7 Rinse after eating  
□ 8 Others, please specify: _______________________  
□ 9 Don’t know  
 
B) Oral Health Attitude 
 
5) Just like birth, aging and death, tooth loss is a natural process. 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
6) State of the teeth is decided at birth and is not related to self-care. 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
7) State of my teeth is of great importance to me. 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
8) Poor teeth are detrimental to one’s appearance 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
9) Keeping natural teeth is not important. 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
10) Dental problems can affect the body as a whole. 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
11) False teeth will be less of a bother than natural teeth. 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
12) Regular visit to the dentist can prevent dental problems. 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
  
C) Oral Health Behavior 
 
13) How often do you brush your teeth?   
□ 1  Less than once daily □ 2  Once daily  
□ 3  Twice daily  □ 4  More than twice daily, please specify: ____times 
  
14) Have you encountered difficulties when tooth brushing? (Answers not provided, multiple ans. allowed) 
□ 1  Difficult in controlling the direction of the toothbrush 
□ 2  Difficult in controlling the force of brushing 
□ 3  Brush frequently drops 
□ 4  Brush handle too slim, difficulty grasping the brush firmly 
□ 5  Others, please specify:___________________ 
 - 50 -
 15) How long do you spend on tooth brushing each time? ____minutes 
 
16) When was your last dental visit? 
□ 1    Less than 6 months ago  □ 2   6 month to 1 year ago 
□ 3    1 to 3 years ago   □ 4   More than 3 years ago 
 
17) What was the reason for your last dental visit? 
□ 1  Dental Treatment  □ 2  Regular Dental Check-up 
 
18) How would you rate your tooth brushing effectiveness? 
□ 1  Very Good 
□ 2  Good   
□ 3  Moderate   
□ 4  Bad  
□ 5  Very Bad 
 
19) Do you think your teeth and gums are healthy? 
□ 1  Very Healthy 
□ 2  Healthy 
□ 3  Fair  
□ 4  Unhealthy 
□ 5  Very Unhealthy 
 
D) Oral Problems Related to Parkinson’s disease 
  
20) Have you experienced dry mouth in the past 12 months? 
□ 1  Yes  □ 2  No  
  
21) What do you think is/are the effect(s) of dry mouth on oral health？ 
□ 1 Increased risk of dental decay 
□ 2 Increased risk of yeast infections (Candidiasis) 
□ 3 Worsen periodontal disease 
□ 4 Difficulty swallowing 
□ 5 Bad breath 
□ 6 Altered/Loss of taste 
□ 7 Difficulty controlling dentures (especially in speech and swallowing)* 
□ 8 Others, please specify: _______________________  
□ 9 Don’t know 
  
22) What do you think can help relieve dry mouth？  
□ 1 Frequent sips of water/juices 
□ 2 Avoid dry/crunchy foods 
□ 3 Suck on sugar-free sweets 
□ 4 Stay away from alcohol and tobacco 
□ 5 Use lip salve 
□ 6 Others, please specify: _______________________ 
□ 7 Don’t know 
 
The End 
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 口腔健康問卷調查      檔案編號: _____  
 
請在適當空格内填“3＂號。每一條問題只可選擇一個答案 (題目指明除外)。 
一切資料絕對保密。 
 
復康中心： □ 康山    □ 橫頭磡    □ 李鄭屋   分數：___/8; ___/12 
 
個人資料 
 
姓名：___________________   年齡： _____               性別： 男 / 女 
 
1) 你患了柏金遜症多久？______年 
 
2) 教育程度: 
□ 1 沒有接受過常規教育   □ 2 小學                        □ 3 中學      
□ 4 大學     □ 5 大學以上    
 
甲) 口腔健康知識 
 
1) 你認為甚麼會引起蛀牙？  (沒有答案提供，最多可選 3 個答案) 
□ 1 口腔衛生欠佳/ 欠缺有效刷牙方法 
□ 2 細菌/ 牙垢膜 
□ 3 甜食 
□ 4 沒有定期牙齒檢查 
□ 5 熱氣/ 中醫解釋 
□ 6 酸的食物 
□ 7 其他，請說明：_________ 
□ 8 不知道 
 
2) 你認為什麼會引起牙肉紅腫流血 (牙周病)？ (沒有答案提供，最多可選 3 個答案) 
□ 1 口腔衛生欠佳/ 欠缺有效刷牙方法 
□ 2 細菌/ 牙垢膜 
□ 3 牙石 
□ 4 食煙 
□ 5 沒有定期牙齒檢查 
□ 6 熱氣/ 中醫解釋 
□ 7 睡眠不足 
□ 8 刷牙導致牙肉受損 
□ 9 營養/ 維他命不足 
□ 10 其他，請說明：_________ 
□ 11 不知道 
  
3) 你認為甚麼方法可預防蛀牙？ (沒有答案提供，最多可選 3 個答案) 
□ 1 有效的刷牙方法 
□ 2 減少進食甜食 
□ 3 使用含氟素的牙膏 
□ 4 作定期檢查  
□ 5 進食後漱口   
□ 6 其他，請說明：_________ 
□ 7 不知道 
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 4) 你認為什麼方法可以預防牙肉紅腫流血 (牙周病) ？  (沒有答案提供，最多可選 3 個答案) 
□ 1 有效的刷牙方法  
□ 2 使用含有藥性的牙膏/ 漱口水 
□ 3 作定期檢查/ 洗牙 
□ 4 避免進食熱氣食物、喝涼茶或中藥 
□ 5 不吸煙 
□ 6 吃水果和潤補的食物 
□ 7 進食後漱口  
□ 8 其他，請說明：_________ 
□ 9 不知道 
 
乙) 口腔健康態度 
 
5) 牙齒脫落跟生老病死一樣是自然的事情。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
6) 牙齒的健康是先天所定，不受後天及人為影響。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
7) 牙齒的健康對我非常重要。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
8) 不良的牙齒會影響儀容。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
9) 防止牙齒脫落並不特別重要。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
10) 牙齒健康問題會影響身體。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
11) 假牙比原來的牙齒更為方便。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
12) 定期檢查可以有效預防牙齒問題。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見                                             
 
丙) 口腔健康習慣 
 
13) 你每天刷多少次牙？ 
□ 1 少於一天一次   □ 2一天一次 
□ 3 一天兩次    □ 4 一天兩次以上，請說明：________ 
 
14) 你刷牙時遇到甚麼困難？(沒有答案提供，可選擇多於一項) 
□ 1 很難控制牙刷的方向 
□ 2 很難控制刷牙的力度 
□ 3 牙刷經常掉下，很難抓得牢 
□ 4 牙刷手柄太幼，很難拿穩 
□ 5 其他，請說明： ________ 
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 15) 你每次刷牙花多少時間？    ________分鐘。 
 
16) 你上一次看牙醫是在何時？ 
□ 1 少於 6 個月   □ 2  6 個月至一年 
□ 3 1 年至 3 年   □ 4  多於 3 年 
 
17) 你上一次為何看牙醫？ 
□ 1 牙齒治療    □ 2 定期檢查 
  
18) 你覺得自己刷牙刷得如何？ 
□ 1 很好  
□ 2 好 
□ 3 中等 
□ 4 差 
□ 5 很差 
 
19) 你覺得你的牙齒和牙肉健康嗎？  
□ 1 很健康 
□ 2 健康 
□ 3 一般 
□ 4 不健康 
□ 5 很不健康 
 
丁) 柏金遜症相關的口腔問題 
 
20) 你在過去一年内有否感覺到口乾？ 
□ 1  有  □ 2  沒有 
 
21) 你覺得口乾會對口腔健康造成甚麼影響？ (沒有答案提供，可選擇多於一項) 
□ 1 增加蛀牙的機會 
□ 2 增加霉菌感染的機會 (口腔念珠菌) 
□ 3 牙周病惡化 
□ 4 吞嚥困難 
□ 5 口臭 
□ 6 味覺改變/ 喪失 
□ 7 控制假牙困難 (特別是說話和吞嚥時) 
□ 8 其他，請說明：_________ 
□ 9 不知道 
 
22) 你認為甚麼能幫助舒緩口乾所引致的症狀？ (沒有答案提供，可選擇多於一項) 
□ 1 經常喝水/ 果汁 
□ 2 避免吃乾/ 鬆脆食物 
□ 3 吃無糖的糖果 
□ 4 避免喝酒和吸煙 
□ 5 使用潤唇膏 
□ 6 其他，請說明：_________ 
□ 7 不知道 
 
問卷完。 
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 APPENDIX VII 
CLINICAL CHARTING FORM FOR VPI & GBI 
 
 
Date: __/__/____                                                                                   Case no.: _____ 
 
Oral examination 
 
Visible Plaque Index (VPI): 
 
 17 16 15 14 13 12 11 21 22 23 24 25 26 27 
B               
P               
L               
B               
 47 46 45 44 43 42 41 31 32 33 34 35 36 37 
 
                                                                                                         B = buccal/labial   P = palatal   L = lingual 
                                                                                                         0 = no visible plaque   1 = visible plaque   X = non-applicable                          
 
Gingival Bleeding Index (GBI): 
 
 17 16 15 14 13 12 11 21 22 23 24 25 26 27 
B               
P               
L               
B               
 47 46 45 44 43 42 41 31 32 33 34 35 36 37 
 
 
                                                                                                                         B = buccal/labial   P = palatal   L = lingual 
                                                                                                                         0 = no bleeding   1 = bleeding   X = non-applicable  
 
       
Day Sheet 
 
 
 
 
 
 
 
 
 
 
 
 
 
VPI: ___/___ (___ %)   GBI: ___/___ (___ %)   Done by: ______
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 APPENDIX VIII 
MATERIAL LIST 
 
 
ITEMS QUALITY 
 
For Clinical Examinations 
Mobile dental chair 2 
WHO periodontal probe 40 
Fibre-optic light mirror handle  2 
Disposable mirror 120 
  
For Intra-oral Photography  
Camera with ring flash 1 
Intra-oral mirror 5 
Lip & cheek retractor 5 pairs 
 
Consumables  
Gloves (Size XS, S, M) 3 boxes each 
Facemask 3 boxes 
Alcohol hand scrub 4 bottles 
Paper towel 8 rolls 
Gauze 240 
Bib 120 
Disposable gown 5 packs 
 
OHI 
OHI demonstration model 2 sets 
Modified toothbrush (toothbrush with foam tubing) 100 
Mirror 2 
Display boards from Oral Health Education Unit 7 
Leaflets from Oral Health Education Unit 100 each 
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 APPENDIX IX: 
“ORAL HEALTH & PARKINSON’S DISEASE” LEAFLET 
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 APPENDIX X 
LEAFLETS FROM ORAL HEALTH EDUCATION UNIT  
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 APPENDIX XI 
MODIFIED TOOTHBRUSH HANDLE  
 
 
 
 
 
 
 
 
 
toothbrush foam tubing 
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 APPENDIX XII 
DISPLAY BOARDS FROM ORAL HEALTH EDUCATION UNIT 
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 APPENDIX XIII 
REVIEW QUESTIONNAIRE                 
 
Please put “3” in the appropriate box. Choose one answer for each question (unless specified). 
All information will be kept strictly confidential 
 
Location: □ Kornhill □ Wang Tau Hom □ Lei Cheng Uk  Score:___/8; ___/12 
 
Personal Details 
 
Name: __________________    Year of Birth: _____    Sex: M / F 
 
A) Oral Health Knowledge 
 
1) What do you think is/are the cause(s) of tooth decay? (Answers not provided, multiple ans. allowed) 
□ 1 Poor oral hygiene/Poor brushing technique 
□ 2 Bacteria/Plaque 
□ 3 Sweet food 
□ 4 No regular dental checkup 
□ 5 “Hot air”/Traditional Chinese explanation 
□ 6 Sour food 
□ 7 Others, please specify: _______________________ 
□ 8 Don’t know 
 
2) What do you think is/are the cause(s) of periodontal disease? (Answers not provided, multiple ans. 
allowed) 
□ 1 Poor oral hygiene/Poor brushing technique 
□ 2 Bacteria/Plaque 
□ 3 Calculus 
□ 4 Smoking 
□ 5 No regular dental checkup 
□ 6 “Hot air”/Traditional Chinese explanation 
□ 7  Insufficient sleep  
□ 8 Trauma from brushing  
□ 9 Malnutrition, lack of vitamin C  
□ 10 Others, please specify: _______________________  
□ 11 Don’t know  
 
3) How to prevent tooth decay? (Answers not provided, multiple ans. allowed) 
□ 1 Proper brushing technique 
□ 2 Limit sugar intake 
□ 3 Use fluoridated toothpaste/products 
□ 4 Regular dentist checkup 
□ 5 Rinse after eating 
□ 6 Others, please specify: _______________________  
□ 7 Don’t know  
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 4) How to prevent gum disease? (Answers not provided, multiple ans. allowed) 
□ 1 Proper brushing technique 
□ 2 Use medicated toothpaste/mouth-rinse 
□ 3 Regular dental check-up 
□ 4 Limit intake of hot air producing food, drink herbal tea/Chinese medications  
□ 5 Avoid Smoking 
□ 6 Eat fruits and nourishing foods  
□ 7 Rinse after eating  
□ 8 Others, please specify: _______________________  
□ 9 Don’t know  
 
B) Oral Health Attitude 
 
5) Just like birth, aging and death, tooth loss is a natural process. 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
6) State of the teeth is decided at birth and is not related to self-care. 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
7) State of my teeth is of great importance to me. 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
8) Poor teeth are detrimental to one’s appearance 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
9) Keeping natural teeth is not important. 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
10) Dental problems can affect the body as a whole. 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
11) False teeth will be less of a bother than natural teeth. 
□ 1 Agree   □ 2  Disagree   □ 3  No comment 
 
12) Regular visit to the dentist can prevent dental problems. 
□ 1  Agree   □ 2  Disagree   □ 3  No comment 
 
C) Oral Health Behavior (in the past 4 weeks) 
 
13) How often did you brush your teeth (in the past 4 weeks)?   
□ 1  Less than once daily □ 2  Once daily  
□ 3  Twice daily  □ 4  More than twice daily, please specify: ____times 
 
14) How long do you spend on tooth brushing, each time? ____ minutes  
 
 - 64 -
 15) How would you rate your tooth brushing effectiveness in the past 4 weeks? 
□ 1  Greatly improved  
□ 2  Improved 
□ 3  No difference  
□ 4  Deteriorated  
□ 5  Dramatically deteriorated (plenty of plaque remains after brushing) 
 
16) How do you think the health of your gums have changed in the past 4 weeks? 
□ 1 Greatly improved 
□ 2 Improved 
□ 3 No difference 
□ 4 Deteriorated 
□ 5 Dramatically deteriorated 
 
17) Have you encountered any difficulties in accessing dental care ever since having PD? (Answers 
were not provided, multiple ans. allowed) 
□ 1 Inconvenient to go to dental clinic due to movement difficulties 
□ 2 Difficult to control facial muscles during treatment ( fear of being injured) 
□ 3 Difficult to match the appointment time with the therapeutic time of the PD drugs 
□ 4 Too expensive  
□ 5 Nobody to accompany 
□ 6 Fear, please specify: _______________________ 
□ 7 Dentist refused to treat 
□ 8 Dental chair not comfortable 
□ 9 No special difficulties 
□ 10 Others, please specify: _______________________ 
    
18) What are your recommendations to make dental care more accessible for PD patients? (Answers 
were not provided, multiple ans. allowed) 
Facilities & Arrangements in the Dental Clinic:  
□ 1 Able to receive dental treatment in the wheelchair or in an sitting position 
□ 2 Facilities to help them move around the clinic (eg. Bars) 
□ 3 Able to freely rearrange the appointment to match the therapeutic time of the drugs 
□ 4 Able to receive dental treatment on weekends and public holidays 
□ 5 More space for wheelchairs 
□ 6 Others, please specify: _______________________ 
 
Suggestions to the Dentists and staff:  
□ 1 Be friendly 
□ 2 Able to transfer them to the dental chair properly 
□ 3 Able to understand what they need 
□ 4 Others, please specify: _______________________ 
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 D) Comments on the OHE program and modified toothbrush handles 
 
19) Did you use the modified toothbrush handle during the past 4 weeks?  
□ 1 Yes ( → Jump to #21) 
□ 2 No (→ Jump to #23) 
 
20) If yes, in what way(s) do you think the modified toothbrush has helped you? (Answers were not 
provided, multiple ans. allowed) 
□ 1 Easier to control the direction 
□ 2 Easier to control the force 
□ 3 Better grip 
□ 4 Others, please specify: _______________________ 
 
21) Will you continue using the modified toothbrush in the future? 
□ 1 Yes 
□ 2 No 
 
22) If not, why did you not use the modified toothbrush?  
Please specify: _______________________ 
                       _______________________  
             _______________________ 
 
23) On the whole, how satisfied are you with the OHE program?  
□ 1  Very satisfied 
□ 2  Satisfied 
□ 3  Fair 
□ 4  Not satisfied 
□ 5  Very not satisfied 
 
24) What kinds of oral health education activities do you want to participate in the future? (multiple 
ans. allowed) 
□ 1  Oral Health Talk 
□ 2  Simple Dental Treatment 
□ 3  No comment 
□ 4  Others, please specify: _______________________ 
 
The End
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 口腔健康問卷調查      檔案編號: _____  
 
請在適當空格内填“3＂號。每一條問題只可選擇一個答案 (題目指明除外)。 
一切資料絕對保密。 
 
復康中心： □ 康山    □ 橫頭磡    □ 李鄭屋   分數：___/8; ___/12 
 
個人資料 
 
姓名：___________________   年齡：_____               性別： 男 / 女 
 
甲) 口腔健康知識 
 
1) 你認為甚麼會引起蛀牙？(沒有答案提供，最多可選 3 個答案) 
□ 1 口腔衛生欠佳/ 欠缺有效刷牙方法 
□ 2 細菌/ 牙垢膜 
□ 3 甜食 
□ 4 沒有定期牙齒檢查 
□ 5 熱氣/ 中醫解釋 
□ 6 酸的食物 
□ 7 其他，請說明： _________ 
□ 8 不知道 
 
2) 你認為什麼會引起牙肉紅腫流血 (牙周病)？(沒有答案提供，最多可選 3 個答案) 
□ 1  口腔衛生欠佳/ 欠缺有效刷牙方法 
□ 2 細菌/ 牙垢膜 
□ 3 牙石 
□ 4 食煙 
□ 5 沒有定期牙齒檢查 
□ 6 熱氣/ 中醫解釋 
□ 7 睡眠不足 
□ 8 刷牙導致牙肉受損 
□ 9 營養/ 維他命不足 
□ 10 其他，請說明：_________ 
□ 11 不知道 
  
3) 你認為甚麼方法可預防蛀牙？(沒有答案提供，最多可選 3 個答案) 
□ 1 有效的刷牙方法 
□ 2  減少進食甜食 
□ 3 使用含氟素的牙膏 
□ 4 作定期檢查  
□ 5 進食後漱口   
□ 6 其他，請說明：_________ 
□ 7 不知道 
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 4) 你認為什麼方法可以預防牙肉紅腫流血 (牙周病)？(沒有答案提供，最多可選 3 個答案) 
□ 1 有效的刷牙方法  
□ 2 使用含有藥性的牙膏/ 漱口水 
□ 3 作定期檢查/ 洗牙 
□ 4 避免進食熱氣食物、喝涼茶或中藥 
□ 5 不吸煙 
□ 6 吃水果和滋潤的食物 
□ 7 進食後漱口  
□ 8 其他，請說明：_________ 
□ 9 不知道 
 
乙) 口腔健康態度 
 
5) 牙齒脫落跟生老病死一樣是自然的事情。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
6) 牙齒的健康是先天所定，不受後天及人為影響。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
7) 牙齒的健康對我非常重要。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
8) 不良的牙齒會影響儀容。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
9) 防止牙齒脫落並不特別重要。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
10) 牙齒健康問題會影響身體。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
11) 假牙比原來的牙齒更為方便。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見 
 
12) 定期檢查可以有效預防牙齒問題。 
□ 1 同意   □ 2 不同意   □ 3 沒有意見                     
 
丙) 口腔健康習慣 (過去四星期) 
 
13) 你過去一個月平均每天刷多少次牙？ 
□ 1 少於一天一次   □ 2 一天一次 
□ 3 一天兩次    □ 4 一天兩次以上，請說明： ________ 
 
14) 你過去四星期平均每次刷牙刷多久？ ____分鐘。 
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 15) 你覺得自己在過去一個月内刷牙刷得如何/有否改善？ 
□ 1 有很大改善 
□ 2 有改善 
□ 3 没有分别 
□ 4  差 
□ 5 很差 
 
16) 你覺得你的牙齒和牙肉健康/牙肉紅腫流血有否改善？ 
□ 1 很大改善 
□ 2 有改善 (少了牙肉紅腫流血) 
□ 3 一般 
□ 4  差 
□ 5 很差 
 
17) 你以前到牙科診所就診時有否遇到困難？(可選擇多於一項) 
□ 1 來往診所時行動不便 
□ 2 難控制面部肌肉，怕治療時受傷 
□ 3 預約時間難與藥力時間吻合 
□ 4 太昂貴 
□ 5 難於找到其他人陪同就診 
□ 6 担心/ 害怕，請說明：_________________________ 
□ 7 牙醫拒診 
□ 8 牙科治療椅不舒服 
□ 9 沒有困難 
□ 10 其他：_________________________ 
 
18) 你建議 認為 一間牙科診所可以如何方便柏金遜症患者(可選擇多於一項) 
診所設備：  
□ 1可以坐着 或 在輪椅上診症 
□ 2 有欄杆以助撐扶 
□ 3 可當日更改時間 以吻合藥力時間 
□ 4 星期六/日/公眾假期有診症服務 (容易找到人陪同就診) 
□ 5 診所沒有梯級 
□ 6 空間夠大 
□ 7 其他建議： _________________________ 
 
醫生及員工：  
□ 1 理解柏金遜症患者需要，請說明：_________________________ 
□ 2 友善  
□ 3 懂扶抱技巧  
□ 4 其他建議: _________________________ 
 
四）口腔教育計劃的評價 
 
19) 你於過去一個月有否使用經改良的牙刷?  
□ 1 有 (→ 跳至#21) 
□ 2 沒有 (→ 跳至#23) 
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20) 如有, 你覺得它在哪方面對你有幫助? 
□ 1 較易控制牙刷的方向 
□ 2 較易控制牙刷的力度 
□ 3 牙刷較易拿穩 
□ 4 其他，請說明：_______________________    
 
21) 你將來還會繼續用改良過的牙刷嗎? 
□ 1 會 
□ 2 不會 
 
22) 如沒有使用，為什麼？ 
□1 請說明：_______________________    
                _______________________    
          _______________________    
 
23) 你對整個口腔教育活動有多滿意?  
□1  很滿意 
□2  满意 
□3  一般 
□4  不满意 
□5  很不满意 
 
24) 你期望將來有什麼類似的活動? (可選擇多於一項) 
□1  口腔教育講座 
□2  簡單口腔治療 
□3  沒有意見 
□4  其他： ____________ 
 
問卷完。 
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